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Introduction:
There are an estimated 1.5 million internally displaced persons (IDPs) in Ukraine because of the armed conflict in eastern Ukraine between the Ukrainian army and pro-Russian separatist forces.
IDPs in Ukraine have experienced multiple types of trauma exposure such as forced displacement, bombardment, being caught in war fighting, injury and assault. (UNOCHA, 2015) The IDPs are living in a combination of private accommodation or in collective settlements (e.g. temporary settlements such as camps, former hotels, hospitals, schools). Unemployment is high and access to social support services appears limited. These are all well-recognised risk-factors for elevated levels of mental disorders such as post-traumatic stress disorder (PTSD), depression and anxiety. (Miller and Rasmussen, 2009 , Steel et al., 2009 , WHO and UNHCR, 2012 There is therefore a need in Ukraine for mental health and psychosocial support (MHPSS) interventions and community mobilization to improve mental health outcomes, relieve individual suffering and improve functioning. Government services in Ukraine for mental disorders are offered to all Ukrainian citizens, with the majority of services delivered by specialists in polyclinics, psychiatric hospitals, and psychiatric departments in general hospitals. In principal, mental health services should be free of charge, while out-patients have to purchase their own medications in an outpatient setting, but inpatients also frequently need to contribute to pharmaceutical costs. (Lekhan et al., 2015) Non-governmental organisations (NGOs) and private sector providers are also providing MHPSS services.
Evidence and guidelines from other conflict-affected settings strongly support the need for scaled-up and comprehensive responses to promote the mental health of conflict-affected populations, including trauma-informed policies that will guide the mental health system and services. (IASC, 2007 , WHO, 2013 However, there is very limited research on utilization of health services among conflict-affected civilians in low-and middle-income countries which is where the vast majority of conflict-affected civilians live. To the best of our knowledge, no such data have been collected in Ukraine despite the very high numbers of IDPs and the need for reliable epidemiological data to inform appropriate MHPSS responses there. The aim of this paper is to examine utilisation patterns of MHPSS care among IDPs in Ukraine.
Methods

Study design
A cross-sectional survey was conducted throughout Ukraine (except the territories currently not controlled by Ukrainian government) with IDPs aged 18 years and over between March and May 2016. An IDP was considered as someone who answered the questionnaire screening question that they had been forced to flee their homes because of the fighting and is currently living away from their home, following agreed definitions for IDPs (Deng, 1998) . Exclusion criteria included people deemed under the influence of alcohol or drugs, and those with severe intellectual or mental impairment, at the time of the survey. The survey sought to be as nationally representative as possible of IDPs in Ukraine, and took place in 25 Oblasts with high numbers of IDPs.
Time-Location Sampling was chosen as a probabilistic method to recruit hard-to-reach and migrant populations. (Fisher Raymond H et al., 2007, Tyldum G and Johnston LG, 2014) . The sampling procedure involved contacting IDPs in the places of gathering (e.g. hostels for IDPs, state services, volunteer organizations and NGOs, places of the distribution of humanitarian aid). The sampling framework consists of time-location units which represent the potential universe of places, days and times, where and when target group can be accessed. In our study, 33% of the respondents were recruited in collective centers, 31% in NGOs working with IDPs, and 6% in state institutions. 24%
were contacted with the help of another person (informant), and 6% were reached by other means (for example, in church or with door-to-door survey method). In total, 121 unique locations were used for recruiting during the survey (not counting the private dwellings and working places of the respondents reached with the help of informants).
Survey questionnaire
The questionnaire included questions on demographic socio-economic and displacement characteristics, and screening measures for mental disorders. The outcome measures were PTSD, depression and anxiety as these are common disorders among conflict-affected populations. (Blanchet, 2017 , de Jong et al., 2003 , Porter and Haslam, 2005 These measures were: the PCL-5 for PTSD with a question recall period of previous 1 month and screening cut-off score >33; (Blevins et al., 2015) the PHQ-9 for depression with a recall period of previous 2 weeks and cutoff score ≥ 10); (Kroenke et al., 2001) and the GAD-7 for anxiety with a recall period of previous 2 weeks and cut-off score ≥ 10. (Spitzer et al., 2006) These outcome measures have been used and validated in a wide range of cultural and linguistic settings, including populations affected by conflict.
The PCL-5, PHQ-9, and GAD-7 showed good reliability in our main study sample (N=2203), with Cronbach's alpha scores of 0.95, 0.90, 0.92 respectively; and results from a separate test-retest mini survey (N=110) produced intraclass correlation coefficients (ICC) of 0.83, 0.84, and 0.89 respectively.
For validity in the main study sample (N=2203), principal component analysis showed high construct validity, with strong associations (>0.7) between individual items and a single underlying construct for each measure: with the PCL-5 scoring 17 items>0.7 and the remaining 3 items>0.6; the PHQ-9 scoring 8 items>0.7 and 1 item >0.6; and the GAD-7 scoring all 7 items >0.7 (see Online Annex 1 for individual item scores). Construct validity was also supported by Pearson Correlation Tests showing strong (>0.7) associations between the instruments as would be expected (PCL-5 and PHQ-9=0.78; PCL and GAD-7=0.76; and PHQ-9 and GAD-7=0.72).
Respondents were also asked whether they had feelings such as anxiety, nervousness, depression, insomnia or any other emotional or behavioural problems for which they sought health care during the 12 months prior to interview. Those that had sought some kind of care were then asked the source of services/support (see Table 2 for these sources) and the type of care (medications, psychosocial support, and counselling/psychotherapy). Psychosocial support refers to 'any type of local or outside support that aims to protect or promote psychosocial well-being and/or prevent or treat mental disorders'. Counselling refers to a conversation with a doctor/related health professional giving advice, and psychotherapy refers to treatment without medications through interactions with a specialist (psychologist, psychiatrist). The costs of the care were also recorded through a question worded as: "overall, approximately how much did you have to spend for your treatment and medicines (including formal and informal payments)?" This was recorded in the Ukrainian currency of Hryvnia and, for the purposes of this paper, then converted to US dollars at the average exchange rate during the data collection period.(Exchange Rates site, 2017)
Respondents who self-reported having mental, emotional or behavioural problems but did not use health services were asked additional questions about reasons for not seeking care.
The survey questionnaire was developed in English and underwent adaptation and translation process into Ukrainian and Russian based on best practice procedures to ensure reliability, validity and appropriateness with the study population (Van Ommeren et al., 1999) .The questionnaires were administered in either Ukrainian or Russian by trained enumerators from the Kiev International Institute of Sociology (KIIS) through face-to-face interviews in the place agreed with the respondent.
Before administering the questionnaire, each respondent listened to the explanations about the aim of the survey and terms of participation. In addition, the respondent received an information sheet and consent form and then gave either written or verbal consent. Ethical approval was provided by the KIIS Institutional Review Board.
Data analysis
Descriptive and multivariate regression analyses were conducted. To describe the treatment gap, the proportion of individuals who required MHPSS care but did not receive treatment was calculated. The definition of those requiring care was respondents who reported they had not used services despite reporting mental, emotional or behavioural problems over the past 12 months and who also screened positive with one or more of PTSD, depression and anxiety (based upon the above cut-offs for PCL-5, PHQ-9 and GAD-7). To assess the influence of different factors on health service utilization, multivariate logistic regression was conducted. The dependent variable was service utilization in the past 12 months (as defined above). Key independent variables were selected based on evidence from related previous studies and these included gender, age, economic situation, and severity of mental disorders. All data were weighted to reflect the true geographic distribution of IDPs in the different Oblasts of Ukraine. Statistical significance was assumed at P<0.05. Statistical analysis was conducted using Stata 14.
Results
A total of 2203 questionnaires were completed and the overall response rate was 89%. 58% of interviews took place in regional cities, 40% in other cities and towns, and 2% in villages. The sample characteristics are given in Table 1 . Over two thirds of respondents were women (68% women, 32% men). The gender ratio in the study conforms to national statistics (State Employment Service, 2016) and results of other surveys of IDPs in Ukraine. (Summers A et al., 2016 , UNOCHA, 2015 The majority of respondents rated their household economics situation as bad or very bad (59%). Only 22% of respondents were in regular paid work. The average length of current displacement was 18 months.
The rates of mental disorders among IDPs were high, particularly among women ( Figure 1 ). The prevalence of symptoms of PTSD was 32% (22% men; 36% women), for depression it was 22% (16% men; 25% women), and for anxiety was 18% (13% men; 20% women).
Health care utilisation and costs of care
Respondents were asked whether they had experienced any kind of mental health or emotional problem over the previous 12 months. There were 703 respondents who had experienced such problems and who were also screened positive with PTSD, depression or anxiety in our questionnaire. Of the 703 respondents, 180 had sought care. The sources of services and support utilized by these 180 respondents are provided in Table 2 . The most common sources of services/support were: pharmacy (N=87); family or district doctor/paramedic (N=69); internist at a polyclinic (N=60); internist/neurologist at a general hospital (N=55); psychologists visiting communities (N=49); and NGO/volunteer mental health/psychosocial centre (N=38). Within these, the most common care type was medications (N=199), psychosocial support (N=143), and then counselling (N=84). The sources of services and support by disorder type are provided in Table 3 . The most significant difference was the greater reliance on pharmacies for medication for those with depression and anxiety compared to those with PTSD; whereas those with PTSD made greater use of a family doctor and visiting psychologist for psychosocial support.
Of the 180 respondents who did seek care, 163 could recall whether they had to pay for their care.
Of these 163 respondents, 72 (44%) recalled paying for the care they received. The average costs they paid for care was $107 over the previous 12 months. All 180 respondents reported having to pay for medicines and the average costs for medicines was $109 over the previous 12 months. In order to explore variance in costs by disorder type, a sub-group analysis was conducted of respondents with a single disorder only (rather than multiple disorders). The respective costs for those with only PTSD who had to pay was $171 for care (N=31) and $154 for medicines (N=57), while for depression only it was $42 for care (N=17) and $80 for medicines (N=36), and for anxiety only it was $40 for care (N=11) and $98 for medicines (N=21). However, the sample size was quite small for this sub-group analysis and so variance in cost by outcome could be due to artefact.
When the 180 respondents were asked how much they felt the treatment helped them, 6% felt it had helped a lot, 19% felt it had helped somewhat, 57% felt it had helped only a little, and 18% felt it not helped at all. When they were asked how satisfied they felt with their care, 10% were very satisfied, 26% satisfied, 39% were neither satisfied or dissatisfied, 13% were dissatisfied, and 12% were very dissatisfied. There were no significant differences in a sub-group analysis of respondents with the different disorders with regards to either perceived effectiveness or satisfaction.
Treatment gap
Of the 703 respondents who reported having a mental health or emotional problem over the previous 12 months and who also screened positive with PTSD, depression, or anxiety, 520 respondents did not seek care (there were missing data for the remaining three respondents .99] for anxiety. There were no statistically significant differences in the treatment gap between men and women. Notably, the treatment gap remains high even for more severe levels of disorders, at 57% [95% CI 49.62; 65.95] for severe depression (PHQ-9 score ≥20) and 60% [95% CI 50.56; 70.58] for severe anxiety (GAD-7 score ≥15) (see also Figure 1 ).
The findings from multivariate regression analysis on the characteristics associated with not accessing care for respondents reporting mental health problems in the previous 12 months and also screened positive with mental disorder symptoms are given in Table 4 . The adjusted results show the influence of a poor household economic situation on not accessing care. Those with less severe depression were also less likely to access care. Gender, age, and severity of anxiety showed no significant associations with not accessing care.
Of the 520 people who did not seek care despite self-reporting a mental health or emotional problem and being screened positive with PTSD, depression or anxiety, the most common reasons for not seeking care were: thought they would get better by using their own medications (N=176); could not afford to pay for medications (N=140) or health services (N=118); not being aware of where they could find help (N=118); poor understanding by health care providers (N=123); poor quality of services (N=78); and stigma/embarrassment (N=41). See also Figure 2 .
Discussion
This study shows that among those likely to require some kind of MHPSS care (screened positive with at least one of the 3 disorders, and also self-reporting a problem) there was a treatment gap of 74%. Key reasons for not seeking care were using their own medications, could not afford to pay for health services or medications, no awareness of where to receive help, poor understanding by health care providers, poor quality of services, and stigma/embarrassment. The high treatment reflects the treatment gap observed globally. (Kohn et al., 2004 , WHO, 2010 Among non-conflict-affected persons in the WHO Europe region, the treatment gap varies from 45% for people with major depression to 62% for people with anxiety. (Kohn et al., 2004 , WHO, 2010 The closest direct comparison is with a study of IDPs in Georgia which used similar methods and definition of treatment gap and which showed a smaller treatment gap of 61% for people with symptoms of one or more disorders (PTSD, depression or anxiety). (Chikovani et al., 2015) Other studies with conflictaffected populations include a study conducted 8 years after the war in Kosovo, which found that 72% of people had used medical services in the past 12 months.(Eytan and Gex-Fabry, 2012) Another study from Kosovo among female civilians 10 years after the war found that more than half used health care services during the previous three months but only a small minority used specialist 
2013)
In addition, the costs of medications and care in Ukraine can be high. In our study, the average cost for the 44% of respondents that had paid for care was $107 over the previous 12 months, while all respondents paid for medicines and the average cost for medicines over the previous 12 months was $109. To put this in context, the average wage in Ukraine during that 12-month period was $193.
The negative influence of a bad household economic situation on health care utilization further highlights the financial barriers faced by respondents in accessing MHPSS care. Given that few respondents used private providers, it appears that informal payments within the government services were common among respondents, reflecting such patterns in health service provision generally in Ukraine. (Bazylevych M, 2009 , Footman et al., 2014 , KIIS, 2015 , Lekhan et al., 2015 , Stepurko T et al., 2015 Officially, Ukraine has a comprehensive guaranteed package of health care services provided free of charge at the point of use as a constitutional right; and, in theory, vulnerable groups and inpatients should be covered by public provision, but in practice they are often obliged to pay for their care. (Lekhan et al., 2015) For historical reasons, outpatient medicines are not generally included in the state guaranteed package of benefits and the prices of pharmaceuticals in Ukraine are high by international standards; this has caused a substantial treatment gap with many patients forgoing medicines. (Footman et al., 2014 , Richardson E et al., 2015 Problems in accessing medicines are exacerbated by the lack of a national system for supplying medication to mental health patients which increases the burden for the patients and their families, reduces access to treatment, and hampers compliance. (Lekhan et al., 2015 , Murphy et al., 2013 , Zaprutko et al., 2015 . Other studies in Ukraine have also highlighted the economic burden on patients with chronic conditions due to out-of-pocket payments. (Murphy et al., 2013) The study findings also highlight the heavy reliance on using pharmacies, with almost half of the respondents with current symptoms of a mental disorder using pharmacies and 17% using only a pharmacy without consulting a health professional. Such practice can be referred to as selftreatment because the pharmacist is not formally authorized to dispense medications for mental conditions without a prescription.
In our study, 10% of those who screened with a current mental disorder symptom did not recognise or acknowledge having a problem requiring professional help. While this is lower than observed with IDPs in Georgia, (Chikovani et al., 2015) it nevertheless suggests there is a need to raise awareness and knowledge on mental health among IDPs in Ukraine given the evidence on how poor mental health knowledge negatively influences decisions about mental health treatment. (Rusch et al., 2011 , ten Have et al., 2010 Given the high levels of mental disorders and limited utilisation of MHPSS care, IDPs should be considered a priority group for MHPSS care by relevant government agencies in Ukraine. Scaled-up, comprehensive and trauma informed responses are needed for the provision of adequate MHPSS care for IDPs in Ukraine. These activities will require that health and social service providers should be trained in managing PTSD and common mental disorders, particularly family and district doctors, neurologists at polyclinics and general hospitals, alongside mental health specialists and social workers visiting communities. These responses also need to be part of wider health system strengthening reforms to improve access to MHPSS for the whole population. Importantly, the strong negative influence of poverty on mental health and access to services should be recognised and addressed, including ensuring that national policies on free care and medicines are adhered to and ways of reducing financial barriers to mental health care addressed. (Knapp et al., 2006 , Murali and Oyebode, 2004 , Patel and Kleinman, 2003 , Saxena et al., 2007 More health promotion activities on the consequences of traumatic exposures and experiences should be developed and disseminated with an aim to educate populations on mental health symptoms and disorders, self-care, effects of self-medication, stigma, sources of services and support, and to increase demand and utilisation of services.
Limitations
We used screening instruments for mental disorders and so present data on symptoms of mental health disorders rather than diagnosed mental disorders case. In addition, the presence of symptoms of a mental disorder may not, in fact, indicate a need for care because those with milder conditions could remit without treatment. (Demyttenaere et al., 2004 , IASC, 2007 A more in-depth diagnostic interview would be preferable to gauge a more accurate treatment gap but this was outside the scope and resources of the study. However, these measures have proven validity for measuring mental health needs (see above), with symptom severity indicative of mental health needs and poor overall functioning. (Blevins et al., 2015 , Kroenke et al., 2001 , Lahiri et al., 2016 , Makhashvili et al., 2014 , Spitzer et al., 2006 We also could not determine whether the treatment received was effective (therefore potentially under-estimating the reported treatment gap for effective care). The distinction between different categories of services may also have not been obvious to participants (although clarification was provided to participants if requested). The study did not investigate participants' perceptions on the quality of care or the care pathways. The data on costs of care and medicines were not linked to specific treatment or prescription / consumption patterns and so we could not determine the time-period the costs covered. The respondent numbers on costs incurred were also fairly small (particularly for the sub-group analysis by disorder type) and so are not generalizable. The period of mental disorder symptoms (within the past 1 or 2 weeks) differed from the period for the question on utilising health care for emotional and behavioural problems (1 year) which could increase recall bias. Another limitation was that we did not perform inter-rater reliability test for the data collectors. The study instruments were also not developed specifically for the study population and so may be prone to lack of cultural validity.
However, they did go through a rigorous translation, adaption and piloting process, and the psychometric properties of the instruments were also tested and shown to be good (see above). We could also not explore how PTSD severity influenced the findings as the PCL-5 uses only a cut-off for screening with/without PTSD and does not use additional cut-offs for levels of PTSD severity and we were reluctant to arbitrarily impose cut-offs for PTSD severity due to validity concerns, particularly sensitivity and specificity. Lastly, the study did not include the estimated 5 million people still living in the conflict-affected area in the Donbas region and it is quite likely they will have considerable mental health needs given the daily stressors they are facing and their limited access to mental health services.
Conclusions
This study provides the first nationally representative data on the mental health of adult IDPs in Ukraine. The study shows that around three quarters of IDPs who require mental health care did not Notes: multiple answers allowed. % denominator is N=180 (respondents who self-reported mental health and emotional problems and with symptoms of PTSD (PCL-5 Score >33), depression (PHQ-9 score ≥10) or anxiety (GAD-7 score ≥10) and who sought care). 0.00 0.00 0.00 0 0.00 0.00 0.00 0 0.00 0.00 0.00 0 Notes: multiple answers allowed. * PTSD PCL-5 Score >33, depression PHQ-9 score ≥10, anxiety GAD-7 score ≥10. Results by disorder include cases with >1 disorder. % denominator is total with the disorder who had sought care. Total N is the total number with the disorder who sought that particularly source of services/support. Mental disorder symptoms and selfreported problems who sought care: 8%, 180
Total sample: 100%, N=2203
Mental disorder symptoms and selfreported problems who did not seek care: 24%, n=520 (subsample (s.s.))
Not aware of where to find help, 23% of s.s, n=117
Poor quality health services: 15% of s.s, n=77
Thought would get better by using own medications: 34% of s.s, n=175
Poor understanding by health care providers: 24% of s.s, n=122
Could not afford to pay for the health services: 23% of s.s, n=119
Could not afford to pay for medications: 27% of s.s, n=139
Had symptoms of mental disorder (PTSD, depression, or anxiety) but did not self-report problems and so did not seek care: 4%, n=99
Had symptoms of mental disorder (PTSD, depression or anxiety) and selfreported problems: 32%, n=703
Stigma/embarrassment: 8% of s.s, n=41
Did not like taking medication: 6% of s.s, n=32
No time to go: 6% of s.s, n=33
Remote location/no medicines: 4% of s.s, n=19
